e esion i DIVISION OF DEVELOPMENTAL DISABILITIES
SNV ot PEES S
H o) Aol E AH]| A

PLANNED ACTION NOTICE
MEDICAID SERVICES

SR AY o] B3t F FalA9] Rl o B3 T4

DDDE Ashe] AUl 52 Mul2 235t Brdsto] gt ol AYskgisiet,

NE| A AR, A7 2L A ol %

1. 3l AMuj el tist e abA o] gl
2. ol Aulze) djal Bk B Bert 9
3. 2T WA Y Auag FAFAL AT 5 S
4. 2AT FL oMol FaAG AT Aulz Felo) s BrhE W DLt U
5. e ALS B3l dF Auag ol 8T 5 AS
6. 3lld A H] 2 (categorically needy Medicaid program)el] thall =3 x4 0] ¢l
7. 23 PPUE AP A aF FARAL AT S AL
8. st Aske el o] AHL 2 WFHAS
2%
A 8] 2~ 27 o] f =
(] abz WAC 388- aA
o]+ # 73
AR WAC 388-
L] shA o]+ #
(] 2hzr WAC 388- A
o] # WA
ZE: WAC 388-
L] shA o]+ #
(] 2hzr WAC 388- A
o] # WA
AR WAC 388-
BEL ol #

DSHS 14-472 KO (03/2006) Page 1



2R (A%)

A2 K o] ol

(] 2kt WAC 388- A
ol # W7

] AA WAC 388-

L 3iA ol #

(] 2kt WAC 388- A
ol # W73

] AA WAC 388-

BEE o]+ #

(] 2kt WAC 388- A
ol # W73

] AA WAC 388-

L 3iA ol it #

(] 2kt WAC 388- A
ol+t # W7

] AA WAC 388-

L 3iA ol+t #

(] 2kt WAC 388- A
ol # W73

] AA WAC 388-

BEE o]+ #

F7t94

DSHS 14-472 KO (03/2006) Page 2




bof ot e,
Bk ke

o

F AL

°©

M A o8 E Al

Al ot 2 ol

shelw o] BAAE woal F 741(90)2 o] ol 413

o —

o} O

AN

o

gt

RN

/72

Aol

« A4 DDDEHF-H fraAu|As v

0

o
!

uj-

ol
0
Njo

==
1o

A2

S

Qo] Yo7t
Al ofel 2 ol

3

Ak

H 23] AFAM = o] A

379

[e]

i

Page 3

DSHS 14-472 KO (03/2006)




A zA FAA
(PLANNED ACTION NOTICE)
DDD H Tt Alo| = Mu]A A3 @ FA

A 388-022¢] W= DSHS 2 93] 4 %4

T

Washington State
Department of Social
& Health Services

At

FOR AGENCY
D Oral request taken by:

USE ONLY

NAME

TELEPHONE NUMBER

INVOLVED DIVISION/ORGANIZATION

wEZ A OFFICE OF ADMINISTRATIVE HEARING (OAH), MAIL STOP: 42489
PO BOX 42489
OLYMPIA WA 98504-2489
A 360-586-6463
Bole 1 AALS| H(DSHS)ol| A 2 A & th-g AFdtol] F2)akA] k7] wjitol] 2232 A E ),
o DSHSOIM 23+ A3} 841 & A& 7tdatA Ay A (ool ¥ B eshd b2 X5 371344 2)
* btk o] FaRAC APEte TR AFRS FEA 2
ol = (A HAR Fes] 71) AL AN FEE WS
AoE AAQ Fa 237 IDWF
A - SHNE A 5 (AW s £3)
B KL
ZAAE TA ER 9} dEA: g4
e DSHS AN 2w 3} 52
AZol B AL A& AL B2 qgUA? [ | o [ ] el =z
ol el thaa ZEyth(ielo] 1S AF v F 7 A4 EA vkl A ).
g el A7) (A AshA s
T A 7 AN T
| Bole 2o Aoge @ ARE B9 gudeA FANE L $AFUT
ks R
293 AHA Ao} 71er X oy} HeA| o] F o 3 7)? K [ | oie
oo sigdE A% fd Aol B3 LS A 2
A FAHALY)E A o8 E Mo w NFHT 5 ‘SHD} AR e A4 Wasts Ao g A3 stz o
OAHol A B = 2] 93] ZXA A AA S 2 % 3A1 7] wpgy o

DSHS 14-472 KO (03/2006)

Page 4




AoACl = A £ FAA hd WAC = HE

ahlks WAC o] 4
T gt ZE o 2JAE 388-440-0001(1) ETR 7] %
388-106-0815 T A4
FRAE dgAclE AE AMuA
ff\ifu I?;éava;ce}alth) 388-106-0815 T34
388-106-0810 ADHZ2] A 9]
L4 e 2
e Dty Nursing) 388-106-1010(d) e
388-106-1010 T8 A4
388-106-1030 A H] 2 S 9} A Sk
H oA 0)= v 2 3o 388-106-0210 MPC 43|24

(Medicaid Personal Care)

Medica
?;ggjlf%fHo'\r/LZCMPC) 388-106-0130; 0135 217)

—~

388-106-0220 A Mulx AARG/AB7 D2
388-106-0080; 0125; 0130 LIESE=L
AFH/ARC MPC 388-106-0080; 0115 Au] 2 ol
388-106-0120 AFH/ARCe] o3t A3 &
("éh%”d?fHo“r"nZCMPC) 388-106-0120 MPC 3212 (715 &< 3j4)])
388-106-0213; 0130; 0135 A7 7ho] Zekl(2H1h)
388-106-0220 A e A AAG/AH DL

DSHS 14-472 KO (03/2006) Page 5



INSTRUCTIONS FOR MEDICAID SERVICES PLANNED ACTION NOTICE

Notification Requirements

1.

2.

A Planned Action Notice must be sent when a service(s) is reduced, denied, or terminated.

A request for a specific service can be oral or in writing. A denial of either request requires a Planned

Action Notice.
All decisions are documented in the client's CARE Service Episode Record.

The Planned Action Notice must be sent within 5 working days of the decision date.

The Planned Action Notice is addressed to the client regardless of age and a copy sent to their

representative per WAC 388-825-100. Use the following order to determine who represents the client:

» Aparent if the client is under the age of eighteen (18);
+ The guardian or other legal representative;

e  Other relative;

»  Other person identified by the client;

 Anadvocacy agency.

Completing the form

1.

The effective date

» The effective date of a reduction or termination is always the last day of the month. ltis a

minimum of 10 working days and a maximum of 90 days from the date the Planned Action Notice

is mailed to the client.
Services: Choose the service from the attached list of services and WAC references.
Decision: Identify the appropriate decision.

Reason:

* Insert the WAC number(s) that give the legal authority for the decision.

* Insert the corresponding number of the reason(s) listed on the Planned Action Notice for the
decision.

Amount:

* Amount and unit of service required for Reductions.
 Example: Reduced "From" 100 hours per month "To" 80 hours per month.

Page two is optional. Use if there are more than two decisions.
Instructions for completing a translated form:

* Enter the information in English
* Identify each service with a number if there is more than one.

*  Write the number next to the corresponding reference line on the Services/WAC chart and
highlight the WAC reference and reason.
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Appeal Rights

1. Insert a date in the first bulleted statement ONLY if this is a reduction or termination of an existing service.
2. Tocalculate the date in the first bulleted statement:

e Count 10 days from the date the notice is mailed. The 10th day must be a working day.
« Extend to the end of that month.

Examples:

1. The notice is completed October 10th with anticipated mailing October 11th.
» Ten (10) days counting October 11th is October 20th.
« The last day of the month of the 10th day is October 31st.

2. The notice is completed October 20th with anticipated mailing October 23rd.
» Ten (10) days counting October 23rd is November 1st.
» The last day of the month of the 10th day is November 30th.

3. Case/Resource Manager name for terminating paid services during an appeal is the CRM responsible for
authorizing the client's paid services.

4. The name at the bottom of the form will be determined by regional authority.
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